Abstract
The incidence of lower urinary tract infection in 120 women with rheumatoid arthritis and secondary Sjogren's syndrome was evaluated retrospectively. Thirty one patients (26%) had secondary Sjogren's syndrome. Recurrent urinary tract infection was significantly more common in these patients (11/31) Urine analysis, including pH, osmolality, and direct microscopy, was performed. Twenty four hour excretion of urinary proteins, electrolytes, calcium, and phosphorus was measured, and the creatinine clearance test was performed in all patients. Urinary mucopolysaccharides were evaluated according to a method described by Anderson and Machagan. 4 Diagnosis of secondary Sjogren's syndrome in our patients was based on the criteria proposed by Daniels and Interstitial nephritis has been reported as the was signi-most common nephrological feature in primary vith rheuma-Sjogren's syndrome,' usually manifested by i's syndrome type I renal tubular acidosis. Furthermore, rheumatoid renal function abnormalities were found to be Lrome (4/89) confined to distal and proximal tubules.'0 was defined Although renal tubular acidosis could be detected ian 10 white in 22-30% of these patients," urinary findings ld and was have been unimpressive and the occurrence of atients with urinary infections has not been described. In 1) compared patients with secondary Sjogren's syndrome the iritis without situation is more complicated, as renal disease is 001) (fig 1) . typically related to the underlying disease in was not process-for example, lupus nephritis, amyn respiratory loidosis, or scleroderma kidney. The group of women patients with rheumatoid arthritis reported by described here could be said to have 'sicca jogren's syn-complex' rather than Sjogren's syndrome, as rrent urinary our criteria were not identical to those proposed nolality, and by the California or the Copenhagen groups. '2 13 al in all 31 Nevertheless we feel that considering the ne. Twenty 
